Multicultural aspects of child abuse in Britain
The norm is a standard or pattern or type considered to be representative of a group. If the composition of a nation were to change, the criteria for a standard usually changes to suit all its sections. The light at the end of the tunnel for a person from one culture is the headlamp of an oncoming train for someone from another. For example, the religious custom of male circumcisionamong Jewish and Muslim childrenis acceptable, whereas the cultural custom of female circumcisionfor children of some African tribesis unacceptable in Britain. Nevertheless, 'normal' being a relative term, whoever has the gold makes the rules.
Chastisement, displaced aggression and cruelty have been practised by all societies even on their own children. Non-accidental injury or the child abuse syndrome was clinically recognized in the early 1950s following the work of Caffey; Kemp and others. As a result, District Health Authorities (DHAs) now have rules of procedure and local advisory guidelines to deal with the problem'. In 1974, faced with a 10% mortality rate, a 60% recurrence rate and the prevalence of 4600 cases a year (3 per 1000 live births) in the United Kingdom, the then Secretary of State for Health and Social Security issued guidelines about diagnosis, care, prevention and management by a system of a central register and multi-disciplinary case conferences. Ever since, this subject has been a 'hot potato' and the pendulum of its management has swung to both extremesinterests of children and rights of parentsand recently has reached its peak.
In a case of suspected child abuse (physical, emotional, sexual or neglectful), the case conference is attended by a consultant paediatrician, general practitioner, community health doctor, health visitor or school nurse, headteacher, an NSPCC representative, the police and the key social worker. The parents are not allowed to be present to give evidence on their own behalf or to be represented, even by a solicitor. In suspected cases, the child is kept on an 'At risk' register and the family under surveillance by firequent visits from a social worker, and when a case is proved it is taken up for court proceedings. But in unproven cases, especially where a child's removal to a place of safety is exercised, there are grave consequences2. Untold harm to the child's development and personality is caused by repeated moves from one care-giver to another3. The professional confidentiality and doctor-family rapport can be seriously damaged. The family unit may disintegrate and the aggrieved parent may lose trust in health professionals to the extent of hiding genuine accident cases from them.
Ethnic minority children and parents, who have different cultures, religions and ethnicities, have additional problems. In my opinion, it is taken for granted by some British health professionals that the social education of these people is the same as that of an English family, they are very familiar with the English social system, and they are or will become (or had better be!) almost English. I wish it was true! In fact, ethnic minority patients, especially those from four mijor ethnic communities -Asian, Afro-caribbean, Cypriot and Chineseare the British citizens who are allowed by law to retain their culture and religion.
Not only do they have different cultural customs and religious attitudes but they also vary in ethnic patterns of disease features. A doctor who is willing to appreciate that different needs demand different answers can alleviate stress in these families, save money and time for the NHS, and thus can find better job satisfaction. Differences are a respectable entity in science and should not be confused with inequalities.
Let us consider three ethnic, one religious and two cultural factors that can become diagnostic traps.
The appearance of a bruise varies according to ethnic origin. In Europeans, a bruise can be described as bluish-purple (violet) or pale-purple (mauve), and simple erythema (reddening) of white skin can be caused by a blush, allergy, heat or intolerance of certain foods or drugs, without any injury. However, in dark skinned people simple erythema is violet and there is the sheen of black skin which is partly due to sebum but also to thermal stress which encourages increased exocrine sweating4. It can be mistaken for bruising unless a doctor is trained to appreciate the difference. A bruise in black people has a deeper shade of dark-purple and indeed, in other ethnic groups, the appearance of a bruise or eythema will vary depending on the degree of melanization. Very careful observation and accurate description in the clinical notes is essential.
In the absence of parental evidence, new ceremonial scars on the face of an African (not West Indian) toddler just returning from a long holiday in Africa, can inadvertently be diagnosed as non-accidental injury.
A presenting feature of sickle cell anaemia is 'hand and foot syndrome'. It is characterized by swollen hands and feet, and accompanied by local pain that makes a child cry. The child may look to the mother for comfort. This syndrome is due to capillary blockage and haemolysis ofthe red cells because these sickled red cells are rigid enough to block capillaries. It is commonly mistaken for child abuse5. A health visitor, unless trained to recognize such a condition, might not believe the parents and may call a case conference.
'Moharram scars' are common among Shia Muslims from Iran, Iraq, Syria, Lebanon and other Muslim countries. These are multiple bruises or scarsnew and oldon the chest or back caused by self-beating with slaps, chains or small sharp objects such as knives. This religious ritual is performed by Shia male adolescents and men to mourn the martyrdom of Imams Hussain and Hasan, the grandsons of the Prophet Mohammad, during the first ten days of the new Islamic year. Some such schoolchildren may be diagnosed as cases of child abuse and for political reasons the true statistics of such case conferences may never be known. Extreme tact is required in the diagnosis, management, and counselling of such patients. Broadening ofmedical and nursing education in Britain, to include such religious convictions, is certainly overdue.
The Eastern custom of chastisement is to inflict punishmentphysical, psychological or socialon a child for the purpose of correction and discipline and is indeed reminiscent of Victorian times in England. However, where an English parent may smack a child's bottom, an Asian parent may slap its face or even hit the child with a shoe or a stick, leaving a bruise. It should be termed 'cultural child abuse'6.
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020065-02/$02.00/0 ©1989 The Royal Society of Medicine Another confusion arises from the Asian tradition of family hierarchy. If a doctor were to question an Asian child -Hindu, Sikh or Muslimor a Chinese child, the child will look at its parent for a signal to answer, or refer the question to the parent, whereas an English child is brought up to reply straight away. Yet, looking at a parent during an investigation is a recognized sign of non-accidental injury! Ironically, such an Asian or Oriental child, following family discipline, is behaving in the same way as a Member of Parliament responds to a three-line whip from his party's chief whip. It is an example of the fact that a sign can be misleading unless interpreted with the appropriate cultural background.
Finally, it should be mentioned that most Asian parents do not use baby cots. A baby or a toddler usually sleeps with a parent or grandparent, even one of the opposite sex, in the bed without any sexual involvement. Privacy is shared in the Eastern extended family system, therefore, no door within the house is ever locked, resulting in the chaperoning of each other, in a way. A father or grandfather is culturally responsible to take a child especially a girl, to school and collect her/him later. Women, especially Muslims who wear purdah, are never seen by teachers especially male staff members. This could be interpreted as 'child sexual abuse' by an unwary teacher or a school nurse who might have just come back after attending a symposium on the subject. On the other hand an older child, especially a girl, may threaten the Asian father, saying if he tried to discipline the child, he will be reported to the head teacher. Once having been through the stress of case conferences, where he has no say, a father may decide to keep away from the adolescent and tell other fathers of his experience. The results are obvious: undisciplined young adults and frightened parents in a broken family unit. Unfortunately, in this climate of resentment, the genuine cases of child sexual abuse may slip through the net. A balanced approach is required.
Child abuse which requires local authority intervention falls within the provisions of section 1(2Xa) and (c) of the Children and Young Persons Act 1969. It is essential that all those likely to be professionally concerned with the protection of childrenemployed by local authority or nothave a clear understanding of the main points of child care law7. As with growth charts, the laws are, I believe more directly applicable to the ethnic majority.
However, Britain is not a totalitarian state and there is the scope of flexibility to allow for cultural, religious and ethnic considerations. Parental evidence with the help of an interpreter, or link-worker familiar with both cultures, is mandatory for fair investigation and management of a case of suspected child abuse in a family from another culture. Health professionals should support campaigns of social education, counselling and transcultural understanding and the importance of awareness, responsiveness, co-operation and some knowledge of all cultures in Britain cannot be overemphasized.
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